OBJECTIVE: Estimated fetal weight (EFW) is determined by a formula that includes measurement of the fetal abdominal circumference. There is an accepted range of error of up to 20% in either direction for accuracy of EFW. The degree of error is potentially higher in fetuses with congenital diaphragmatic hernia (CDH), in which the abdominal contents are displaced into the fetal thorax, which may affect measurement of the abdominal circumference. There is no universally accepted method for assessing EFW in fetuses with CDH, and there are mixed results in the literature reporting on accuracy of EFW in these cases. This study aims to assess the accuracy of standard EFW assessment in fetuses with CDH. We hypothesize that standard EFW assessment will underestimate the EFW of fetuses with CDH due to decreased fetal abdominal circumference measurement. STUDY DESIGN: This is a retrospective cohort of fetuses diagnosed with CDH at a single center from 2012 to 2018. We excluded fetuses with multiple anomalies or confirmed chromosome abnormalities. EFW was calculated using the Hadlock formula with standard measurements of the fetal head, abdominal circumference, and femur length. To account for time interval between final growth ultrasound and birth, we used published estimates of fetal growth rate to establish a "projected" EFW. The percent difference between the projected EFW and actual birthweight was compared using the Wilcoxon Signed-Rank test. RESULTS: Complete data were available for 77 fetuses with CDH. The majority of fetuses (n¼59, 76.6%) had left-sided CDH. The median [IQR] projected EFW was similar to the median birthweight at 3177g and 3180g , respectively. The median percent difference between projected birthweight and actual birthweight was 6.34% [3.21-11.83]. We found that the EFW was underestimated in a minority of cases (n¼43, 44.2%). The median maternal BMI in our population was 31.4kg/m 2 [25.2-37.1]. The median gestational age at delivery was 38w4d [37w1d-39w1d], with a median 13 [7][8][9][10][11][12][13][14][15][16][17][18][19][20] OBJECTIVE: Shoulder dystocia is an obstetric emergency, which occurs in approximately 2% of vaginal births. Although it is more likely to occur in large for gestational age infants, sonographic estimated fetal weight alone is a poor predictor. Fetal body configuration with an increased body to head ratio may be more predictive than overall fetal size alone. The primary outcome of this study was to determine if abdominal circumference to head circumference (AC/HC) ratio >90th percentile is predictive of shoulder dystocia or other birth complications. STUDY DESIGN: This is a secondary analysis of the Genesis Study, a prospective, double-blinded, multi-center trial of 2,336 uncomplicated nulliparous patients with a vertex presentation. Participants had ultrasound and clinical evaluation performed between 39 0/7 and 40 6/7 weeks' gestation. An AC/HC ratio was calculated for each participant and those >90th centile (n¼239) were compared with those 90th centile (n¼2095). In addition to the primary outcome, rates of emergency delivery and a composite of markers of birth injury including Erb's palsy, cephalohematoma, fetal laceration, facial nerve palsy, fracture of the clavicle, skull or humerus were examined. RESULTS: Data were available for 2,334 of 2,336 patients; of these 21% (490/1844) required cesarean delivery. An AC/HC ratio >90th centile did not influence mode of delivery and carried a similar risk of emergency cesarean or operative vaginal delivery (p¼0.47). The primary outcome, shoulder dystocia, occurred in 1.5% (29/1844) of vaginal deliveries and patients with an AC/HC ratio >90th centile were more likely to have a shoulder dystocia than those with a ratio 90th centile (4.5% [8/179] 
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RESULTS:
Of 8768 eligible women, 104 (1.2%) had fetuses with suspected FGR on their ultrasound at study visit 2. FGR at study visit 2 was associated with a significantly increased frequency of SGA at birth. In addition, those with FGR at study visit 2 also had increased frequencies of FGR at study visit 3, PTB <32 and <28 weeks gestation, and stillbirth or neonatal death (Table) . These associations persisted after adjusting for race/ethnicity, chronic hypertension, and tobacco use (Table) . CONCLUSION: In a cohort of nulliparous women, isolated early-onset FGR was an uncommon finding but still appears to be a strong risk factor for adverse perinatal outcomes.
1049 Fully automated placental volume quantification from 3DUS for prediction of small-for-gestational age infants Nadav Schwartz, Ipek Oguz, Jiancong Wang, Alison Pouch, Natalie Yushkevich, Shobhana Parameshwaran, James Gee, Paul Yushkevich, Baris U. Oguz University of Pennsylvania, Philadelphia, PA OBJECTIVE: Early placental volume (PV) is associated with small-forgestational age infants born under the 10 th or 5 th centiles (SGA10 and SGA5). However, 3DUS requires time-intensive, manual or semiautomated segmentation. For PV to become useful in a clinical setting, a fully automated segmentation method is needed. STUDY DESIGN: 3DUS images obtained at 11-14 weeks were put through our novel, fully automated pipeline (Figure 1) , which starts by training a convolutional neural network (CNN) from a disjoint set of 47 manually annotated 3DUS images. This model is used to segment the study images. The results are fed into a joint label fusion (JLF) step as initialization. The results are combined via a secondtier random forest (RF) model to obtain final segmentations. Fig. 1b shows typical segmentation results. The study images were also segmented using the semi-automated VOCAL (GE Healthcare) method.
The PV obtained with either method was used to train a logistic regression classifier for SGA10 and SGA5 outcomes. We either use the raw PV, or the normalized placental quotient (PQ¼PV/gestational age at the time of US). A 5-fold stratified cross-validation setup is used, with 10 different seeds per fold. RESULTS: 341 subjects were included, with 35 (10.3%) and 19 (5.6%) delivering SGA10 and SGA5 infants, respectively. The mean gestational age at delivery was 39AE1.7wks. There was a high correlation between the PV values obtained by each method (R 2 ¼0.78); although the mean PV was lower for VOCAL compared to CNN/JLF (66.2AE18.1cc vs. 81.3AE 21.2cc; p<1e-5), consistent with our prior observation that VOCAL underestimates PV. Figure 2 shows the ROC curves for predicting SGA10 and SGA5 outcomes with our
